Background: Social support is an exchange of resources between at least two individuals perceived by the provider or recipient to be intended to promote the health of the recipient. Social support is a major determinant of health. The objective of this study was to determine the perceived social support and its associated sociodemographic factors among women of reproductive age. Methods: This was a population-based cross-sectional study with multistage random cluster sampling of 1359 women of reproductive age. Data were collected using questionnaires on sociodemographic factors and perceived social support (PRQ85-Part 2). The relationship between the dependent variable (perceived social support) and the independent variables (sociodemographic characteristics) was analyzed using the multivariable linear regression model. Results: The mean score of social support was 134.3 ± 17.9. Women scored highest in the "worth" dimension and lowest in the "social integration" dimension. Multivariable linear regression analysis indicated that the variables of education, spouse's occupation, Sufficiency of income for expenses and primary support source were significantly related to the perceived social support.
Background
Social support refers to the emotional and material resources that are provided to an individual through interpersonal communications [1] . Social support is an exchange of resources between at least two individuals; resources perceived by the provider or the recipient to be intended to promote the health of the recipient [2, 3] . Although numerous definitions have been used to evaluate the concept of social support, it falls into two categories. Objective or received social support indicates what people have actually received or report to have received. The other is a subjective or perceived social support, which captures an individual's beliefs about the available support [4] . Social support includes three main aspects, each of which may be experienced as positive or negative: emotional (e.g. feeling loved, valued, and appreciated), informational (e.g. advice or guidance), and instrumental (e.g. tangible help) [5] .
In human interactions, individuals and groups offer and receive social support. Social support is a mutual process and a source of interaction that provides comfort, assistance, and encouragement. It enhances successful compatibility and improves satisfaction and efficient life [6] . The determinants of perceived social support are primarily divided into four groups: 1) sociodemographic characteristics, which includes age, gender, education, Ethnicity/nativity status, culture and socioeconomic status; 2) social network characteristics such as number of network members and frequency of contact with network members, 3) social integration and involvement characteristics, which refer to the participation of people in a broad range of social relationships, which are measured by marital status, living arrangements, working status, club membership, and religious activities; and 4) health characteristics, which are perceived health status, chronic diseases, and stress [4, [7] [8] [9] .
Social support has been viewed as integral to health promotion as it assists in satisfying an individual's physical and emotional needs, as well as buffering the effects of stressful events on the quality of life [10] . If social support is perceived as helpful, the individual's health and wellbeing improves, whereas lack of social support increases the risk of disease [11] .
Social support is associated with numerous psychological benefits, such as improved self-confidence, sense of empowerment, efficiency, and quality of life. Similarly, lack of social support appears to be related to mental manifestations and weaker health perceptions [12] . Different studies on different populations have indicated positive perception of social support to improve physical health [1, 13] , health-promoting behaviors [14] [15] [16] [17] [18] [19] , quality of life [20] [21] [22] , mental health [23] [24] [25] [26] , and selfconfidence [27] , as well as epidemiological studies showed that individuals with low levels of social support have higher mortality rates; especially from cardiovascular disease, cancer, cachexia, and infection-related mortalities [28] [29] [30] . These studies have indicated the importance of perceived social support. Wills and Cohen reported that for health-promoting behaviors, perceived social support is more important than actual social support. They pointed out that if resources of support are not perceived by a person, such resources cannot be used [31] .
Iranian culture, as a collectivist culture, emphasizes social networks and support [32] . Several studies were conducted in different Iranian populations such as HIV positive-patients [33] , students [34] , adolescents [35] , diabetic patients [36] , hemodialysis patients (22) , cancer patients [37] , Elders [38] , and so on, but social support among women of reproductive age has not been investigated in Iran, despite the fact that women of reproductive age constitute a considerable part of the country's population. In 2006, there were 21 million women of reproductive age (aged ; about 18% of them (3.8 million) lived in Tehran and constituted about 60% of the female population in Iran [39] . The age period of reproduction is associated with a number of stressful events such as pregnancy and lactation; certain disorders, such as depression, anxiety, and nutritional disorders, are more frequent among women [40] . Previous studies have indicated the role of social support in reducing stress and improving health [1, 41] . This study aimed to determine the perception of Iranian women of reproductive age of social support and its associated sociodemographic factors.
Methods

Study population and data collection
This was a population-based cross-sectional study involving 1359 Iranian women of 15-49 years in Tehran, recruited using multistage cluster sampling. Tehran is divided into 22 municipal districts. Initially, 135 domains were selected using probability sampling weighted with the number of families in each district (proportional to size sampling) and one block was selected at random from each domain. Subsequently, 10 families were selected from each block using systematic sampling. For each family, a woman aged 15-49 answered the question. Thus, 1359 women of reproductive age were selected for the study. All participants were interviewed individually in their homes by a team of interviewers. Response rate for the study population was approximately 90%. If a woman was not at home or was unwilling to participate in the study, the interviewer would refer the next right home and to have the questionnaire completed. Interviewers were trained to administer the questionnaire in a standardized procedure. For quality control of data collection, implementation of this study was completely monitored by the supervisor team.
Informed consent was obtained from all women and the study protocol was approved by the Ethics Committee of the Tehran University of Medical Sciences in Tehran, Iran. The study protocol and eligibility criteria of the participants have been described elsewhere [42] . Each participant was interviewed face to face. Data were collected using questionnaires including sociodemographic characteristics and perceived social support. The sociodemographic factors included age, marital status, education, occupation, sufficiency of income for expenses, crowding index, primary support source, and ethnicity, as well as spouse's level of education and occupation for married participants. The crowding index was categorized into three levels: low crowding (less than 2 people per room), average crowding (2-3 people per room), and high crowding (more than 3 people per room).
The Personal Resource Questionnaire 85-Part 2 (PRQ85-Part 2) was used to measure the perceived social support. Perceived social support is more persistently and more powerfully related to health and well being than are objective measures. Thus, this study chose to focus on perceived social support, which reflects an individual's feeling that he/she is accepted, loved, and valued by other members of their social network. The PRQ85-Part 2 was chosen for this study for its ease of use, clarity, and proven reliability and validity in measuring perceived social support. It has been used in health research because of its convenience of use with subjects of differing age groups and ethnicities. Therefore, offers possibilities for comparison across nations and populations. Written consent to use the PRQ85-Part 2 was obtained from Dr. Weinert.
PRQ85-Part 2 is a 25-item scale based on the five dimensions of support, namely worth (the indication that one is valued), social integration (being an integral part of a group), intimacy (provision for attachment/ intimacy), nurturance (opportunity for nurturing behavior towards their family and friends), and assistance (the availability of information, emotional, and material help). This questionnaire is based on a 7-point Likert scale ranging from strongly disagree to strongly agree; the score for the questionnaire ranges from 25 to 175 for the entire questionnaire, and from 7 to 35 for its dimensions [43] . In the present study, Cronbach's α and the intra-class correlation coefficient (ICC) for this tool were 0.84 and 0.9, respectively.
Data analysis
Sociodemographic characteristics and social support were assessed descriptively with frequency, percentage, mean, standard deviation, median and IQR. The one-way ANOVA test was used to investigate the relationship between perceived social support and sociodemographic characteristics. Backward multiple linear regression analysis was used to predict the impacts of each of the independent variables (sociodemographic characteristics) on the dependent variables (social support) and to determine the variance. Assumptions related to multiple regression including multicollinearity, normality, homoscedasticity, outliers, missing were assessed. Independent variables with p < 0.2 on bivariate test [44] entered the backward regression model. Interaction term analyses were conducted to examine the relationship between predictors of social support and outcome of it. Also, Repeat analyses were conducted for the dimensions of social support. Data were analyzed using SPSS 16.
Results
Participants' characteristics
More than one third of the women were aged 35 years or older, with a mean age of 31.9 ± 9.5 years. Most women were married and housewives. Almost 70% stated that their monthly income sufficed for their expenses. The majority of women (83.8%) identified their spouse or parents as the first persons who provide support for them when they need help. Almost a quarter of the married participants' spouses (28.5%) had a university education, and 43.4% worked in the private sector.
Perceived social support
The mean score of social support was 134.3 ± 17.9. The highest scored dimension of social support was "an indication that one is valued" whereas the lowest scored dimension was "the feeling of being an integral part of a group" (Table 1) .
Perceived social support and its relationship with sociodemographic factors
According to the one-way ANOVA test results, there was a statistically significant relationship between perceived social support and education, spouse's education and occupation and sufficiency of income for expenses (p < 0.001), primary support source (p < 0.01) and occupation (p < 0.05) ( Table 2 ). The variables of education, spouse's occupation, sufficiency of income for expenses, crowding index, primary support source, and ethnicity entered the backward multivariable linear regression model. The variables of crowding index and ethnicity were excluded from the model. The variables of education, spouse's occupation, sufficiency of income for expenses, and primary support source were significantly related to perceived social support. The results of multivariable linear regression and the significant results of interaction term analyses were showed in Table 3 . According to the results of repeat analyses for dimensions of perceived social support, only there was a statistically significant interaction of education * primary source support in the model (Wilks Lambda = 0.95, F (10, 2244) = 1.55, P = O.O4). The results of repeat analyses for dimensions of perceived social support are available as supplementary files (Additional File 1).
Discussion
In this study, perceived social support was relatively high in Iranian women of reproductive age. Women scored highest in "worth" and lowest in "social integration". The variables of education, spouse's occupation, sufficiency of income for expenses, and primary support source were significantly related to perceived social support.
The mean score of perceived social support in the present study was higher compared with those in studies by Adams et al. (2000) on rural women in a southern state of the United States (121.7 ± 14.1) [11] , Hovey and Magana (2002) on immigrant farmers in Mexico (132.9 ± 26.5) [23] , and Rambod and Rafii (2010) on patients undergoing hemodialysis in Iran (131.9 ± 25.8) [22] , whereas it was lower compared with those in studies [24] . The different results of mean score of social support observed in diverse populations may be due to the effects of a range of sociodemographic, social network, and personality characteristics and social involvement that have been linked to perceptions about social support [7] . Women scored highest in "worth" dimension that is consistent with the results of Doucette (2000) [45] . This dimension explores reassurance of worth as an individual and in role accomplishments. This finding showed that women perceived themselves to be secure in their roles and relationships with family and friends as well as revealed that they were comfortable giving and receiving affection, and as individuals, their degree of self-worth was high.
Women scored lowest in "social integration" that is consistent with the results of Doucette (2000) [45] and Kuhirunyaratn et al. (2007) [4] . Social integration is defined as the existence of social ties and typically includes such indicators as: marital status, close family and friends, and degree of participation in group and religious affiliation [45] . Social integration through multiple mechanisms is generally associated with better health outcomes. Integrated individuals are subject to social controls that may promote the adoption of healthful behaviors and prevent risky behaviors. Also social network members may also act as sources of information regarding appropriate medical care. In addition, social networks could influence health of individuals by providing effective support [46, 47] The results of this study showed that subjects to a lesser extent felt involved in outside social activities. The fact that most women in this study were housewives and thus tended to be less involved in social activities outside the home may account for the lower scores of social integration in the present study.
The scores of the different dimensions of perceived social support indicated that, in general, the participants perceived that they are valued and cared for, and in times of need there are supportive companions to help them. Social support serves as a protective factor against the stressful events of life and provides the compatibility skills necessary for coping with stress [48] . Due to the stressful physiological events that occur during the reproductive age, such as pregnancy and delivery, it is essential for women of reproductive age to have social support.
The highest mean of perceived social support was observed in women who considered their income to be sufficient for their expenses, while the lowest score was found among women whose spouses were workers. The relationship between high income and high levels of social support has been indicated in previous studies [1, 13, 22] . Occupation and income constitute the two major components of socioeconomic status. The size of the social network increases with the improvement of socioeconomic status, as the latter provides sufficient resources for the development and maintenance of relationships in a social network [49] . Higher scores of social support were observed in women who mentioned their spouses or parents as their primary sources of support. This finding is consistent with those of Chen et al. (2007) , who studied women in their postpartum period, and reported spouses, mothers, and mother-in-laws as the key social support providers [2] . This finding indicates that the social network of family members constitutes an important aspect of social support for women of reproductive age. This could be because of this fact that culture and our religious believes plays an important role between family members and family is as the most important provider of social support in Iran. The importance of family ties has been emphasized in Islamic countries. Islam considers the family as the foundation of Islamic society. Family in Iran is considered as the primary support system for individuals in times of crisis [22] .
Limitations
There are limitations relevant to the cross-sectional design used in this study. First, the cross-sectional design does not lend itself to causal interpretation; no cause effect relationships can be inferred. Second, the data are collected at one point in time in a cross-sectional research design. It measures what exists today and does not attempt to document changes over time, past or future. Third, this study lacks generalizability beyond the geographic area of the participants. In addition, perceived social support assessment of this study is a subjective evaluation; it relies on the women' perception, mood and attitude which change over time. Therefore, the measurement depends on the women perception only.
Implications
The findings of this study provide information about perceived social support of reproductive aged women living in Iran. Because women scored lowest in "social integration", so women must be encouraged to develop positive social bonds. In addition, we need to understand more about social integration characteristics, and the role of the community integration. Sociodemographic factors must be considered in planning interventions aimed at improving social support for women of reproductive age. For example, Interventions that facilitate an increase in the quality or quantity of their social support should be considered in national programmes for women. Literature supports the idea that social support influences health. As health care expands its view of health beyond the physical into the social realm, health care providers must incorporate these ideas into practice to provide more effective care.
Conclusion
The findings of the present study indicate that women of reproductive age have relatively high perceived social support. They feel they are respected by others, but they tend not to become involved in social groups. Because social support from the family improves the health of women of reproductive age as well as being present in social groups, women must be encouraged to develop positive social bonds. Sociodemographic factors affect social support and must therefore be considered in planning interventions aimed at improving social support for women of reproductive age.
